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Poster Session-I 81common signs of MS. 2 patients have developed overt diabetes and
are on insulin. Only 2 patients had history of GVHD treated with
steroids. No single factor could be associated with the risk of devel-
oping MS, though the number of cases is too small to do risk-factor
analysis. 2 patients also had GH deficiency. After diet modification
and exercise advise, 7 patients have been placed on Statins and except
for 1, all have tolerated it well with no liver dysfunction noted till
date (median treatment duration :12 months, range 3–23 months).
Conclusions: MS is highly prevalent in pediatric population post
-SCT. Both allogeneic and autologous SCT recipients are suscepti-
ble andMS is not restricted only to overweight recipients.MS should
be suspected, recognized and treated early, as it is a preventable cause
of cardio-vascular morbidity and mortality post-SCT.220
TACROLIMUS AND ‘‘MINI’’ METHOTREXATE IS AN EFFECTIVE REGIMEN
FOR PREVENTION OF GRAFT-VERSUS-HOST-DISEASE IN CHILDREN UN-
DERGOING UMBILICAL CORD BLOOD TRANSPLANT
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Historically, unrelated donor umbilical cord blood transplants
(UCBT) utilized corticosteroids and cyclosporine for graft-versus-
host disease (GVHD) prophylaxis. This combination is associated
with numerous complications including hyperglycemia, hyperten-
sion, avascular necrosis/osteoporosis, and significant infection risk.
Tacrolimus (FK506) and short-course methorexate (MTX) are
used widely for GVHD prophylaxis in adults undergoing hemato-
poietic stem cell transplant. Physicians have been reluctant to use ta-
crolimus/MTX for GVHD prophylaxis following UCBT due to
concerns over the potential for delayed engraftment and increased
mucositis. We report the University of Florida experience with the
combination of ‘‘mini’’ MTX and tacrolimus for GVHDprophylaxis
in children undergoing UCBT. Thirty-one children (ages four
months to 17 years) underwent UCBT between June 2004 and Sep-
tember 2007. Twenty-seven received cord blood from unrelated do-
nors and four from sibling donors. Units were matched with
transplant recipient at 6/6 (n 5 9), 5/6 (n5 11), or 4/6 (n5 11) hu-
man leukocyte antigen loci. Tacrolimus was started as a continuous
infusion at day -3, and changed to twice daily oral dosing when tol-
erated. All children were scheduled to receiveMTX 5mg/m2 on days
1, 3, 6 and 11 followed by lecovorin rescue. Tacrolimus was tapered
beginning between 100 and 180 days post transplant. Twenty-five of
29 eligible patients engrafted, with neutrophil engraftment (ANC.
500) occurring at a median of 18 (range 14–37) days post transplant.
Platelets were greater than 50,000/mm3 untransfused at a median of
42 days post transplant. Recovery of all cell lines occurred earlier
than in historical controls receiving cyclosporine and steroids.
Only one case of grade III or IV acute GVHDwas seen, and no cases
of extensive chronic GVHD. The severity of mucositis was very sim-
ilar to that observed with other GVHD prophylaxis regimens.
Transplant related mortality and infectious complications were as
expected or lower, with twenty children (65%) surviving event free
for a median of 24 (range 8- 45) months post transplant, (overall sur-
vival of 68%). Tacrolimus and ‘‘mini’’MTXwas a well-tolerated reg-
imen for GVHD prophylaxis in pediatric patients undergoing
UCBT. Engraftment kinetics, GVHD occurrence, survival and ad-
verse events compare favorably with historical data for other
GVHD prophylaxis regimens, making this an attractive option for
GVHD prophylaxis in pediatric UCBT.221
SECOND ALLOGENEIC HEMATOPOIETIC STEM CELL TRANSPLANTATION
(HSCT) FOR ACUTE LYMPHOBLASTIC LEUKEMIA (ALL)— AN OPTION TO
CONSIDER
Duerst, R.E., Jacobsohn, D., Chaudhury, S., Schneiderman, J., Tse,W.T.,
Kletzel, M. Children’s Memorial Hospital and Feinberg School of Medi-
cine, Northwestern University, Chicago, IL
Relapse of ALL following allogeneic HSCT has had an extremely
poor prognosis. Although repeat allogeneic HSCT can be consid-ered, re-treatment with a second full intensity, myeloablative condi-
tioning (MAC) regimen results in significant non-relapse mortality
(NRM) as well as frequent relapse with\20% relapse-free-survival.
Our experience utilizing reduced intensity conditioning (RIC) for
repeat HSCT following prior MACHSCT or MACHSCT follow-
ing prior RIC HSCT for patients (pts) with ALL indicates repeat
HSCT can still lead to cure. We have treated 11 ALL pts with $2
allogeneic HSCT. Seven pts underwent RIC HSCT following at
least one prior MAC HSCT. Similarly, 4 pts who were first treated
with RIC HSCT subsequently underwent a MAC HSCT. The
RIC regimen was comprised of fludarabine, IV busulfan 2 days
and ATG. The MAC regimen was comprised of fTBI, etoposide
and cyclophosphamide. First HSCT donors were matched sibs for
8 pts. The donors for HSCT #2 were different for 8 pts whereas
the same matched sib donated twice for 3 pts. Ten of 11 used
PBSC forHSCT#2.Graft-versus-host disease (GVHD) prophylaxis
was cyclosporin A (CsA)6mycophenolate for RIC HSCT. GVHD
prophylaxis for the MAC #2 pts was tacrolimus-methotrexate-ATG
in 1, CsA alone in 1 and 2 pts received noGVHDprophylaxis. All pts
engrafted. Only one RICHSCT pt succumbed to NRM (pulmonary
failure, having received 2 prior HSCT, one with fTBI and a second
with 4 days of busulfan). Further relapse developed in 3 RIC pts, 2
have died of disease progression, the third pt is in CR, presently
off therapy. One of 4 pts undergoing MAC for HSCT #2 has re-
lapsed and is similarly, in CR, presently off therapy. Three EFS de-
veloped chronic GVHD, 3 did not. The disease-free interval
following HSCT #2 has exceeded that following HSCT #1 for 5
of 11 pts. Kaplan-Meier estimate of OS and EFS at 2-yrs are 72
and 50%, respectively.
Second HSCT for ALL
Age Time (med,
Conditioning
for Second
HSCTGender
M–F(yrs,
median,
range)mo) from
HSCT #1
to HSCT #2EFS (med,
mo) after
HSCT #2OS (med,
mo) after
HSCT #2RIC, n 5 7 5 M–2 F 8.9, (2-16) 19 (11-27) 5 (2-84) 30 (2.5-84)
MAC, n 5 4 2 M–2 F 13.4, (10-17) 15 (7-17) 20 (15-25) 22 (15-25)Our results suggest that despite relapse of ALL following an allo-
geneic HSCT, consideration should be given for a second allogeneic
HSCT with use of a different conditioning regimen.222
RELATIONSHIP BETWEEN DAY 0 CYCLOSPORINE LEVEL AND GRAFT-
VERSUS-HOST DISEASE IN PEDIATRIC HSCT
Duncan, C.N., Buonanno, M.R., Lehmann, L.E. Dana-Farber Cancer
Institute, Boston, MA
We investigated the relationship between the trough cyclosporine
(CSA) level on day 0 and the development of graft-versus-host dis-
ease (GVHD) in pediatric HSCT patients. We performed a retro-
spective review of 162 consecutive allogeneic patients who received
GVHD prophylaxis with CSA, corticosteroid, and short-course
methotrexate. We compared the incidence of acute GVHD
(aGVHD) at day 100 and chronic GHVD at 1-year post-HSCT in
patients with subtherapeutic and therapeutic CSA levels on day 0.
CSA was started on day -2 at a dose of 1.5 mg/kg every 12 hours.
Trough levels less than 125mcg/ml were considered subtherapeutic.
The underlying disease, age at transplant, sex, degree of HLA-
matching, and stem cell source were similar between patients with
therapeutic and subtherapeutic CSA levels. The mean CSA level
on day 0 was 98 mcg/ml (median 108.6) and 113 patients (69.8%)
had a subtherapeutic level. There was no significant difference be-
tween the mean CSA levels of patients that received unrelated donor
(114.7) and related donor (99.3) transplants. There was no significant
difference in the incidence of aGVHD or cGVHD between patients
with subtherapeutic (23%, 34.5%) and therapeutic (30.6%, 44.9%)
CSA levels on day 0 in patients that received unrelated donor or re-
lated donor transplants. All patients with subtherapeutic CSA levels
had dose adjustment and the mean CSA level on day 12 was 155.2
mcg/ml (median 146.5). The mean day at which a therapeutic CSA
level was reached for all patients was day 13.5. This institutional
